Ascites is the most frequent nding of decompensated liver cirrhosis. Mannitol may be used with conventional diuretics for increase urinary volume for the treatment of cirrhotic ascites.
Introduction
Cirrhosis is one of the leading causeof death in Bangladesh. Clinically cirrhosis of liver are 2 types e.g. compensated & decompensated cirrhosis. Signs of decompensation are jaundice, ascites, encephalopathy and variceal bleeding. 6 , the contact period between sodium & tubular epithelium is decreased, so less sodium reabsorption leads to natriuresis. 7 In this study, we aimed to evaluate the e ect of mannitol infusion of short duration (3 days) on diuretics therapy in cirrhotic patients with ascites who are using conventional diuretics. Conventional diuretics means usual diuretic in the treatment of cirrhotic ascites (frusemide& spironolactone in the ratio of 1: 2.5).
E ect of conventional diuretics versus conventional diuretics plus mannitol on electrolytes for the treatment of cirrhotic ascites
Electrolyte Short term mannitol therapy may make a signi cant contribution to diuretic therapy without electrolytes imbalance, it may be used as an additive to conventional diuretics in the treatment of cirrhotic ascites.
Methods
It was a case control study. It was done in the department of Medicine,Sere-Bangla Medical College & Hospital, Barisal from July 2009 to June 2011. Total 100 patients of cirrhosis of liver with ascites were included in this study. Cirrhotic patients with ascites of either sex aged 18 years or more, on conventional diuretics for at least 5 days were included in the study. Table-I) ere was signi cant di erence of urinary volume before & after 20%mannitol infusion but there were no signi cant di erence of 24 hours urinary sodium, weight, serum albumin, serum urea, serum creatinine, serum sodium, serum potassium, serum chloride & serum bicarbonate level before & after 20% mannitol infusion. (Table-II ere were no signi cant di erence among 24 hours urinary volume(ml/day), 24 hours urinary sodium(mmol/l), weight(kg), serum albumin(gm/l), serum urea(mg/dl), serum creatinine(mg/dl), serum sodium(mmol/l), serum potassium(mmol/l), serum chloride(mmol/l) & serum bicarbonate(mmol/l) before & after 5% D/A infusion. (Table -III e study showed that urinary volume was signi cantly increased after 20% Mannitol infusion along witha conventional diuretics without any electrolyte imbalance.
. Discussion e e ect of mannitol infusion on the response to diuretic therapy in cirrhotic patients with ascites was studied in the Department of Internal Medicine, University of Istambul,Turkey by Pamuk&Sonsuz. 8 ey had taken total 30 patients & divided into two groups. e rst group (10 males & 5 females, mean age 55.2 years) was given 100 ml 20% mannitol infusion, whereas the second group (11 males, 4 females, , mean age 55.7 years) was given 100 ml 5% D/A infusion. Both the groups received the conventional diuretics. In the mannitol group urinary volume increased in 12 patients & increase in urinary Na excretion was observed. In the control group urinary volume increased in 3 patients & Na excretion increased in 6 patients, urinary volume decreased in 5 patient & daily Na excretion decreased in 9 patients. Daily urinary volume did not change in 7 patients with 5% D/A infusion. In the control group, the change in the mean daily urinary volume & Na excretion was not signi cant (p>0.05). A similar study "Refractory ascites, Modulation atrial natriuretic factor unresponsiveness by mannitol' was done by Morali, Tobe & Skorce 1 in the University of Toronto, Canada. ey attempted to decrease the proximal reabsorption of sodium with mannitol in patients unresponsive to atrial natriuretic factor.
ey studied 10 patients with resistant ascites in whom diuretic was withheld & plod on 20 mmol/day sodium diet for 7 days. e next day all patients received an infusion of 40 gm of mannitol & subsequently a combined infusion of mannitol& atrial natriuretic factor. ey showed that 6 patients responded to mannitol alone with an increased diuresis &natriuresis (p<0.05), whereas 4 did not (non-responders).
e combination of atrial natriuretic factor & mannitolinduced a further signi cant increase in Na excretion but there was no increase in urine output compared with mannitol alone.
In the present study100 cirrhotic patients with ascites (50 were cases & 50 were controls) were getting conventional diuretics were included in this study. All patients were treated with a combination of frusemide & spironolactone in various doses. e dose of diuretics was constantfor at least 5 days before the 1st day. Patients urine were collected for 24 hours urinary volume & urinary sodium excretion. Blood samples were taken for serum albumin, urea, creatinine, sodium, potassium, chloride & bicarbonate levels. Patients were randomly divided into two groups (50 were cases & 50 were controls). Patients in both groups were similar in age, sex, biochemical parameters, predictive of severity of liver diseases. A dose of 100 ml 20% mannitol was given I/V to the case group & 100 ml 5% D/A to control group for consecutive 3 days. Patients of both groups also given diuretics every day at the same previous dose. e following morning after each day 24 hours urine output was measured & weight of the patients were recorded for consecutive 2 days. On the 3rd day weight of the patients, 24 hours urinary volumes & 24 hours urinary sodium excretion was measured. Blood was collected for serum urea, creatinine, albumin, sodium, potassium, chloride & bicarbonate levels. In this study, mannitol signi cantly increased the urinary output without electrolytes imbalance when used along with conventional diuretics. It provided comfort to the patients with cirrhotic ascites by reducing ascites but did not produce electrolytes imbalance.
Use of mannitol as an additive to conventional diuretics in the treatment of cirrhotic ascites was safe, available, well tolerated & cost e ective. Mannitol increased the urinary output in cirrhotic patients with ascites without electrolytes imbalance.
